THE examination of the stomach is usually (and rightly) carried out with the patient in the erect position. This position is unquestionably the most convenient for palpation and screening and for the observation of filling, peristalsis, etc., but there is, perhaps, a tendency to neglect the other possible positions, namely, those with the patient lying either prone, supine, or on one or other side, especially in routine examinations. Screening, with the patient lying on his side, with the incident ray A.P. or P.A. to the patient, is not easily carried out without suitable apparatus, and does not appear to be practised much in this country, but the examination in the prone and supine positions should, I venture to think, not be neglected. For some months past I have adopted the following routine: The patient is examined in the vertical position, and the usual observations are made, but palpation is not, as a rule, carried out at first. One or two exposures are made, and the patient is placed in the recumbent position. The true recumbent position is not entirely satisfactory. In this position a good view of the fundus and also of a portion of the lesser curvature is obtained, but the pylorus and antrum are not well seen, being usually "saddled " across the spine, and as the transverse portion of the stomach is emptying, nothing is seen beyond perhaps a few folds of the mucosa. By slight rotation of the patient, with the left side raised an inch or two, filling of the duodenal cap and antrum is obtained, sometimes with very good effect. The next step is to turn the patient into the prone position. If he is placed prore on a flat, hard surface, there is usually compression of the abdomen, and if a cassette is placed under him, and the film is exposed with the tube overhead, it will usually be found that there is distortion of the gastric image, and the stomach will show the indentation of the spine. To overcome this difficulty of distortion of the gastric shadow, various methods have been resorted to by different workers; sandbags under the pelvis, air-cushions, etc., have all been put into commission for this purpose. A very simple device, however, enables one to examine a patient quickly and without any loss of time required for adjusting cushions and sandbags. The device consists of a Potter-Bucky "dummy," one of those curved blocks of the same shape, and approximately the same dimensions, as a curved Potter-Bucky diaphragm, which are in use in those establishments not possessing a complete table. The block has a hole-roughly 10 in. by 12 in. in size-cut out of the middle. When the patient is placed on this in a suitable position, the abdomen sags through the opening, and the stomach can then be examined by the screen, with the tube below the table. The exposures are made with the tube above, and the cassette can be slid underneath the patient, held in a tray (borrowed from a Bucky-Potter diaphragm). This device has the advantage that the cassettes can be placed in position without disturbing the patient. The skin of the abdomen should just touch the cassette. Centering of the stomach in the opening gave a little difficulty at first, but this has been overcome by placing strips of lead round the opening. The patient is usually examined in the recumbent position on this, and when this part of the examination is finished, he is asked to roll round into the prone position described above. The advantage of curved Potter-Bucky blocks is here apparent, for the patient centres himself naturally in the middle of the block, and only a little adjustment up or down the table is required. Following this manoeuvre, he is again examined vertically, and when the stomach is sufficiently empty, palpation is carried out, if necessary, AUG.-ELECTRO-THER. 1
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After some experience of this method, extending now for about a year, I have come to the conclusion that its value is confined, for the most part, to those cases in which there is a gastroptosis, or a gastric dilatation, and that in these cases a different picture, and accordingly, a different idea of the stomach, is obtained.
Our anatomist friends tell us that at one stage in the evolution of the human being, the erect posture was assumed, and there are good reasons for the belief that a train of evils has resulted in the abdomen from this unnatural change. In visceroptosis the position of the organs is to some extent determined by posture, but it could hardly be said that posture is the main cause of the visceroptosis, or of all the leading and misleading symptoms so commonly associated with the visceroptotic state. Placing a patient in the prone position, with the abdomen unsupported and not compressed in any way, provides a means of examining the human stomach in a position which may have existed in the human being in the pre-erect days (if they were human), i.e., in a position corresponding to that of the dog's stomach, in which the long axis of the stomach is not greatly under the influence of gravity, the stomach being supported mostly by the anterior abdominal wall. This technique was originally devised in order to secure a more satisfactory demonstration of the cap and antrum than is afforded, in some cases, in the erect position. A good view is obtained, especially when there is ptosis-or at all events lengtheningof the stomach, and in cases of complete gastric atony, due to pyloric stenosis. The change of posture from the vertical to the horizontal leads, in some cases of gastroptosis, to the return of the stomach to within the normal limits of size and position. An enlarged stomach, which has become a pelvic organ, returns to its proper place, and may assume a size which could not be-considered abnormal. All the authorities agree that the various features to be determined in examining a stomach are as follows: Shape, size, form, tone, motility and mobility, and to these, I think, can be added retractility. It is found, as I have said above, that the stomach, in the change from the erect to the prone position, may reduce its size, and more especially its length; it must, therefore, have considerable retractile power. A stomach may be so long that it can only just be photographed on a film 15 in. long, yet the same stomach may retract until it is not very much longer than the normal orthotomic stomach. The examination of a series of normal, or presumably normal stomachs, shows that the length of the most common type, the " syphon " or "hook," is about a span (8 in. or 9 in.). Any idea of establishing a criterion for determining the position of the normal stomach from the position of the greater or lesser curvature, should be regarded as erroneous. It is well known that the shape of the abdomen determines, to some extent, the position of the stomach. The lower pole may be well below the iliac crest, and yet the total length of the stomach may not exceed the normal, since the diaphragm may be low and th distance between the crest and the diaphragm so much reduced that the stomach is pushed well down into the pelvis, the only place where it can find accommodation. A stomach then, may be ptosed and otherwise apparently normal-not at all of the type which one has come to associate with a general visceroptosis, in which it is usual to find actual lengthening of the viscus. There is perhaps need for a slight revision of nomenclature in regard to this point. The lengthening is apparently brought about by some loss of tone of the longitudinal muscle-fibres of the stomach, and possibly by some stretching of these fibres, yet it is frequdntly foundith-at-inthesecrases the width of the stomach is normal,..so that there is no apparent loss of tone of the circular muscles.
Retractability of the Stomach.-Nearly all stomachs retract and diminish in length, with the change from the erect to the horizontal position. A normal hook stomach may retract almost to half its erect length. A "long" stomach (i.e., about 12 in. long) will retract slightly less in proportion, and its length may be reduced by about one third. It must be pointed out that, in the belly position, the stomach is not in a true horizontal position, and therefore the change in size is not merely a question of gravity, since the long axis of the stomach is on the slope and the lower pole is well below the level of the upper pole, or fundus, so that muscular action must play its part in producing the retraction and the definite change in the contour of the stomach. That gravity is not the main cause of the retraction is shown by the fact that in many cases the fundus is not filled with barium and that the gas shadow remains. The power of retractility may be impaired or lost in certain cases, particularly in those of severe gastroptosis with actual lengthening of the stomach. This question of retractility is one of the points to be settled in such cases, since it would appear that there is often a loss of power of the longitudinal fibres, yet the transverse fibres are not affected and can do their work. The significance of this loss of power is not yet apparent, but it may have a meaning in these cases. So far, I have found that when there is loss of retractility, there are severe gastric symptoms, often suggesting ulcer, though no ulcer is present. It is a matter for the clinician, however, to tell us their ultimate history. We all know cases of visceroptosis in which, when the patient is well and free from symptoms after treatment, the X-ray findings are the same as they were before. It may be that in these cases there is some real recovery of the gastric tone not apparent with the usual technique. The transverse fibres tend to give out first in cases of partial or complete stenosis, and in the slides exhibited, the transverse diameter of the stomach changes only very slightly with changes of posture. [Slides shown.] This disturbance of the function of the longitudinal' muscle fibres is an example of the dissociated muscular action which may occur in the stomach. The three different layers of muscle forming the stomach wall-longitudinal, circular and oblique-may, as we know, each have separate activity, and, under certain conditions come into action or go out of action independently of the others. As an example of this there is the commencing dilatation in a case of pyloric stenosis, in which the slight dilatation is shown as an increase in width of the stomach shadow, yet the length of the stomach is presumably unchanged, i.e., the longitudinal fibres are not affected. As an 'example of the dissociated activity of the oblique muscle fibres, there is the well-known "cascades" stomaeh, in which the body of the stomach is slung up, owing to reflex action of the oblique set of muscles. We know that the cascade stomach is usually caused by some reflex action arising from causes in the abdomen outside the stomach. A local spasm, involving only the transverse fibres, is evidenced by the incisura, so well known in connexion with gastric ulcer, while a relaxation of the transverse fibres in predilatation stages of the stomach is a fairly frequent finding.
Time will show whether any diagnostic value can be attached to this point of the retractability of the stomach. It may only be of academic interest. Further information can only come from the clinical side and from a study of after-histories in cases such as these.
Di8cussion.-Dr. A. E. BARCLAY said that he had done some experimental work on the anatomical relationships and the musculature structure of the stomach walls (Amer. Jou'r. Roent., 1922, ix, 792) . [Dr. Barclay indicated the way in which these factors affected the skiagrani of the filled stomiach.] He maintained that, while the weight of the opaque food did not materially alter the outline in the normal stomach, yet, when atony was present, even in a slight degree, the added weight of the food exaggerated the apparent degree of atony, consequently, when atony was present, there was always a tendency for the stomach to sag down because of the added weight of the food.
Dr. L. A. ROWDEN said he could not agree with Dr. Barclay that the opaque ineal was a source of fallacy on account of gravity. The mere addition of a couple of ounces or so of the opaque muaterial to the meal would lnot cause any distortion or displacement of the stomach.
Dr. H. E. GAMLEN said that, with regard to Dr. MacLean's methods in barium meal examinations, he thought that all radiologists followed the same, or a similar procedure. Firstly, a screen examination was made, followed by plating, with the patient in an erect position. Secondly, a table examination was conducted, the patient being in the supine position after having been placed for a few minutes on his right side to facilitate the passage of food from the stomach. Thirdly, the patient was placed in the prone position, with a pillow beneath the thorax, and beneath the hips a thicker pillow, of such a height that the abdomen did not touch the table-this relieved the pressure of the vertebral column upon the stomach contents-and, after screening, the cassette was placed beneath the stomach position and the filmi exposed. If this method was followed it took the place of the apparatus shown by Dr. MacLean. He (the speaker) being a short man, would not himself find that apparatus helpful, as it would remove the patient still further from the field of observation and would necessitate standing upon a stool.
Dr. W. S. WHITCOMBE read a Paper on "Intensive Ionization" and demonstrated
